Errors with concentrated epinephrine in otolaryngology.
Obtain data on errors and adverse events with concentrated epinephrine in otolaryngology. PROJECT DESIGN: Anonymous survey. Confidential, voluntary, and online survey of Academy members. One hundred twenty-six surveys were completed. The average length of practice of respondents was 19.6 years (range 1-43 years, SD 9.37 years). In the past year, 16 (12.7%) respondents experienced a problem with misadministration of concentrated epinephrine; 18 (16.4%) additional respondents heard of such an error. Fourteen respondents noted adverse outcomes from these instances, including five mortalities. About 68.9% of respondents are concerned about a potential mix-up in the administration of concentrated epinephrine during surgery. Forty-eight respondents reported experiencing an error in their career (average 2.5, SD 4.52, range 1-30 instances). Otolaryngologists are vulnerable to errors in the administration of concentrated epinephrine. Academy members are concerned about preventing these high risk errors. We recommend double checking epinephrine dilution before administration. We also encourage all physicians using concentrated epinephrine to participate in development, implementation, and training in systems to reduce the potential for misadministration of epinephrine. Hospitals, free standing outpatient surgery centers, and regulatory bodies should consider forcing mechanisms and redundant systems to reduce inadvertent administration of concentrated epinephrine.